STATE OF CALIFORNIA-HEALTH AND HUMAN SERVICES AGENCY

‘ DEPARTMENT OF HEALTH SERVICES
GENETIC DISEASE BRANCH
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PATIENT INFORMATION (MOTHER'S INFORMATION IF NEWBORN SCREENING)

1. PATIENT INSURANCE ID NUMBER 2. BIRTH DATE: MONTH /DAY/ YEAR
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INSURANCE CLAIMS INFORMATION

27. NAME OF INSURANCE CARRIER OR HEALTH INSURANCE
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PATIENT'S /AUTHORIZED PERSON'S SIGNATURE: | AUTHORIZE THE RELEASE OF ANY MEDICAL OR OTHER INFORMATION NECESSARY TO PROCESS THIS
INSURANCE CLAIM AND ASSIGN PAYMENT OF MEDICAL BENEFITS TO THE GENETIC DISEASE BRANCH, DEPARTMENT OF HEALTH SERVICES, FOR SERVIC-
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